is derived from Hospital Episode Statistics (HES) data available from the Health & Social Care Information Centre (HSCIC) website and includes both elective and non-elective admissions. Since 2013/14 the HES tabulation has included data covering zero day stay 'overnight' elective and emergency admissions, along with a count of other zero day stay admissions (mainly transfers between hospitals). Hence real LOS can be recalculated on a per Spell basis by excluding all types of zero day stay admissions. Zero day stay admissions were estimated for 2002/03 based on a previous HES data extract (Jones 2009 ).
As can be seen the shift to care in the community in Learning Difficulty & Mental Illness has only resulted in an 8% reduction in occupied bed days (as opposed to the 35%+ reduction in beds). Hence while admissions have reduced by 46%, the increase in bed days is largely due to a 72% increase in real LOS as the acuity of hospitalized patients has massively increased. Little wonder then that mental health beds regularly run at 100% occupancy with queues to admission (see Jones 2013a). However, the 16% reduction in maternity beds has been matched by an equal reduction in bed days, although real overnight stay LOS has slightly increased (due to increasing numbers of older women having children).
An edited version of this article has been published as : Jones R (2016) Where next for overnight stay admissions, length of stay and bed days? British Journal of Healthcare Management 22(9): 475-477. Please use this to cite.
As is also shown, it is the surgical group of specialties which almost exclusively accounts for over a 2 million bed day decrease (equivalent to 5,500 occupied beds), although real length of stay has remained almost unchanged. The reduction in bed days is due to the ongoing shift to day surgery, especially in ENT, Ophthalmology and Plastic Surgery leaving the more complex patients in the overnight stay group. This is a common theme since overall real LOS has actually increased by 1% since 2002/03. The medical group has made a further 1 million bed day reduction (equivalent to 2,800 occupied beds) with trends within the group complicated by increasing sub-specialisation, however, it is the medical group which has seen the greatest overall reduction in real LOS by around 20% -offset by an 18% increase in admissions.
As discussed previously, overnight LOS is unlikely to continue to decrease at current rates since increasing average age, and associated multimorbidity, is placing upward pressure on average LOS (Jones 2013c (Jones , 2015a .
It is however very clear that if further reductions in beds are going to occur it is medical admissions which need to be tackled (Jones 2016b) . As discussed previously the marginal changes in both medical admissions and occupied bed days are highly sensitive to the total number of deaths (Jones 2011a (Jones , 2012 (Jones , 2013b (Jones , 2016a , due to escalating numbers of admissions in the last months of life. In other words, a significant proportion of these admissions are somewhat futile, and only delay death (often without any quality of life benefit) by several months at the most (Jones 2012) . Some form of community care is a much needed alternative to the current (expensive) acute default. Hence the flurry of activity by NHS England to hasten the integration of primary and social care to replicate the success of Torbay and others in reducing both admissions, LOS and occupied bed days (Jones 2011b). 
